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Toxicology Testing and Results for Suicide Victims — 13 States, 2004 


In 2003, an estimated 31,484 suicides (10.7 per 100,000 
population) occurred in the United States (/). Suicide 
was the fourth leading cause of death among persons aged 
10-64 years and the second and third leading causes of death 
among persons aged 25—34 and 10-24 years, respectively (2). 
Few studies have attempted to determine the contribution of 
substance use to suicide (3,4). To assess toxicology testing prac- 
tices and to determine the prevalence of positive results for 
alcohol or other drugs, CHC analyzed test results of suicide 
victims in the 13 states that collected data for the National 
Violent Death Reporting System (NVDRS) in 2004. This 
report summarizes the results of that analysis, which deter- 
mined that 1) the percentage of suicide victims tested varied 
among states, ranging from 25.9% to 97.7%; 2) of those vic- 
tims tested, 33.3% were positive for alcohol, and 16.4% were 
positive for opiates; and 3) similar percentages of poisoning 
suicide (i.e., suspected intentional overdose) and nonpoisoning 
suicide victims tested positive for alcohol or other drugs, with 
the exception of opiates. These results underscore the need to 
continue monitoring toxicology test results of suicide victims, 
which might identify patterns of substance use that can help 
guide development of effective suicide interventions. Such data 
can be enhanced by uniform, comprehensive, toxicology 
testing practices on a state and national basis. 

NVDRS is a state-based surveillance system that collects 
information on all violent deaths (i.e., homicides, suicides, 
legal interventions, unintentional deaths by firearm, or deaths 
of undetermined intent) in participating states, combining 
data from death certificates with toxicology results from coro- 


ners and medical examiners (5,6). The study described in this 


report was based on 2004 data collected from 13 states* as of 





* Alaska, Colorado, Georgia, Maryland, Massachusetts, New Jersey, North 
Carolina, Oklahoma, Oregon, Rhode Island, South Carolina, Virginia, and 
Wisconsin 


July 2006; these states represented 23.4% of the U.S. popula- 


tion. Suicides were included when listed by coroners or medi- 
cal examiners as the manner of death; whether a suicide resulted 
from poisoning or nonpoisoning was determined by the cause 
of death listed. 

During 2004, NVDRS received data on 7,277 deaths by 
suicide. In certain states, toxicology testing was performed 
routinely on nearly all suicide victims; in other states, testing 
was performed selectively, an apparent targeting of suicides in 
which use of alcohol or other drugs was suspected as likely 


79077 


causing or contributing to the deaths. Of the 7,277 victims, 
testing for at least one substance was performed on 5,550 
(76.3%). The percentage of suicide deaths for which at least 
one test was completed varied among states from 25.9% to 
97.7%. ' 

Overall, the percentage of suicide victims tested varied by 
type of substance tested: alcohol (74.4%), cocaine (48.4%), 
opiates (i.e., heroin or prescription opioid analgesics) (45.3%), 
amphetamines (38.8%), and marijuana (29.6%) (Table 1). 
The percentage of victims tested also varied among states by 
type of substance tested, ranging from 97.4% to 25.1% for 


> 


alcohol, 95.3% to 1.1% for amphetamines, 96.5% to 7.5% 





2 


Alaska, 62 (41.1%) suicide victims tested; Colorado, 578 (88.0%); Georgia, 
5.9%); Massachusetts, 33 


563 (62.2%); Maryland, 366 (7 (78.7%); New Jersey, 
554 (89.2%); North Carolina, 906 (87.0%); Oklahoma, 455 (88.3%); Oregon, 
136 (25.9%); Rhode Island, 83 (96.5%); South Carolina, 286 (64.3%); 
Virginia, 812 (97.7%); and Wisconsin, 412 (69.9%) 
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by opiates (16.4%), cocaine (9.4%), marijuana (7.7%), and 
amphetamines (3.9%). Among states (excluding those in which 
fewer than 20 victims were tested), the percentage of positive 
tests ranged from 27.4% to 40.6% for alcohol, none to 23.0% 
for amphetamines, 3.1% to 21.8% for cocaine, and 9.6% to 
63.7% for opiates. Numbers of positive tests for marijuana in 
individual states were too small to be considered (Table 1). 
Greater percentages of victims of suicides caused by poi- 
soning were tested (Table 2) than nonpoisoning suicide vic- 
tims (Table 3). Tests for alcohol were conducted in 82.0% of 
poisoning suicides and 72.9% of nonpoisoning suicides. Simi- 
lar differences were observed for amphetamines (54.2% ver- 
sus 35.8%), cocaine (66.0% versus 44.9%), opiates (70.7% 
versus 40.2%), and marijuana (42.3% versus 27.0%). How- 
ever, despite greater testing in poisoning suicides, with the 
exception of opiates, the proportions of tests with positive 
results were similar for poisoning and nonpoisoning suicides, 
respectively: 31.6% versus 33.7% for alcohol, 5.8% versus 
3.3% for amphetamines, and 8.3% versus 9.7% for cocaine. 
For opiates, 39.8% of poisoning victims tested positive, com- 


pared with 8.2% of nonpoisoning victims (Tables 2 and 3). 


J,7 


Reported by: D Karch, PhD, A Crosby, MD, T Simon, PhD, Div of 
Violence Prevention, National Center for Injury Prevention and Control, 
CD6 
Editorial Note: In this study, substantial percentages of sui- 
cide victims tested positive for alcohol or other drugs. The 
most frequently identified substance was alcohol, found in 
one third of those tested; four other substances were identi- 
fied in approximately 10% of tested victims. These test results 
are consistent with previous studies demonstrating use of 
alcohol or other drugs by suicide victims (7,8). 

\mong states, substantial variation was observed in both 


the percentage of suicide victims tested for alcohol or other 


drugs and the specific substances included in testing. In addi- 


tion, states were more likely to test victims of suspected poi- 
soning suicide than nonpoisoning suicide. However, the 
similarities in positive test results involving four of the five 
substance types in poisoning and nonpoisoning suicides sug- 
gest that use of alcohol or other drugs might contribute sub- 
stantially to suicides overall, regardless of cause of death. The 
finding that opiates (the fifth substance type) were nearly five 
times more prevalent among poisoning suicide victims is con- 
sistent with evidence that prescription opioid analgesics cause 
more intentional overdose deaths than illegal non-opioid drugs 
(CDC, unpublished data, 2006). 
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TABLE 1. Number of suicides, percentage of victims tested for alcohol or other drugs, and percentage of tests with positive results, 
by type of substance tested — National Violent Death Reporting System, 13 states, 2004 


Alcohol Amphetamines Cocaine Opiates* Marijuana 
No.of Tested Positive Tested Positive Tested Positive Tested Positive Tested Positive 
State suicides No. (%) No. (%) No. (%) . (%) No. (%) . (%) No. (%) No. (%) No. (%) No. (%) 


Alaska 151 55 (36.4) 19 (34.5) 51 (33.8) (3.9) 51 (33.8) 10 (19.6) 52 (34.4) 6 (11.5) 50 (33.1) 15 (30.0) 
Colorado 657 529 (80.5) 215 (40.6) 432 (65.8) (7.9) 478 (72.8) (7.5) 484 (73.7) 56 (11.6) 405 (61.6) 37 (9.1) 
Georgia 905 546 (60.3) 167 (30.6) 235 (26.0) (4.7) 538 (59.4) (7.8) 258 (28.5) 41 (15.9) 234 (25.9) 5 (2.1) 
Maryland 482 366 (75.9) 109 (29.8) 357 (74.1) (0.0) 357 (74.1) 5 (7.0) 356 (73.9) 34 (9.6) 4 (0.8) o— 

Massachusetts 428 (76.9) 123 (37.4) 268 (62.6) (0.4) 324 (75.7) (13.0) 322 (75.2) 43 (13.4) 75 (17.5) 10 (13.3) 
New Jersey 621 545 (87.8) 172 (31.6) (87.1) (1.1) 544 (87.6) (9.4) 543 (87.4) 77 (14.2) 543 (87.4) 27 (5.0) 
North Carolina 041 887 (85.2) 274 (30.9) 11. (1.1) (72.7) (7.5) (21.8) 113 (10.9) 72 (63.7) 17 (1.6) 3 (17.6) 
Oklahoma 515 (88.0) 124 (27.4) 94 (18.3) (10.6) 96 (18.6) (7.3) 96 (18.6) 31 (32.3) 2 (0.4) o-— 

Oregon 526 (25.1) 50 (37.9) 74 (14.1) (23.0) 65 (12.4) (3.1) 72 (13.7) 25 (34.7) 66 (12.5) 9 (13.6) 
Rhode Island 86 83 (96.5) 32 (38.6) (95.3) (0.0) 83 (96.5) 9 (10.8) 83 (96.5) 17 (20.5) 82 (95.3) 3 (3.7) 
South Carolina 445 283 (63.6) 106 (37.5) 275 (61.8) (5.1) 276 (62.0) (9.8) 274 (61.6) 33 (12.0) 275 (61.8) 22 (8.0) 
Virginia 831 809 (97.4) 270 (33.4) 17 (2.0) (5.9) 245 (29.5) (11.8) 257 (30.9) 66 (25.7) 14 (1.7) 3 (21.4) 
Wisconsin 589 399 (67.7) 142 (35.6) (66.0) 5 (1.3) 388 (65.9) (8.5) 387 (65.7) 40 (10.3) 386 (65.5) 32 (8.3) 
Total 7,277 5,416 (74.4) 1,803 (33.3) (38.8) (3.9) 3,523 (48.4) (9.4) 3,297 (45.3) (16.4) 2,153 (29.6) 166 (7.7) 


* Heroin or prescription opioid analgesics 

















TABLE 2. Number of suicides by poisoning (suspected intentional overdose), percentage of victims tested for alcohol or other 


drugs, and percentage of tests with positive results, by type of substance tested — National Violent Death Reporting System, 
13 states, 2004 


No. of Alcohol Amphetamines Cocaine Opiates* Marijuana 
poisoning _ Tested Positive Tested Positive Tested Positive Tested Positive Tested Positive 
State suicides No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) 


Alaska 22 12 (54.5) 3 (25.0) 12 (54.5) 1 (8.3) 12 (54.5) 3 (25.0) 12 (54.5) 3 (25.0) 12 (54.5) 3 (25.0) 
Colorado 145 112 (77.2) 41 (36.6) 98 (67.6) 6 (6.1) 102 (70.3) 5 (4.9) 115 (79.3) 39 (33.9) 92 (63.4) 5 (5.4) 
Georgia 127 105 (82.7) 29 (27.6) 84 (66.1) 7 (8.3) 101 (79.5) 6 (5.9) 100 (78.7) 24 (24.0) 85 (66.9) 3 (3.5) 
Maryland 77 68 (88.3) 26 (38.2) 68 (88.3) 0 — 68 (88.3) 4 (5.9) 68 (88.3) 19 (27.9) 0 — o— 
Massachusettst 0 NA NA NA NA NA NA NA NA NA NA 
New Jersey 127 119 (93.7) 30 (25.2) 118 (92.9) 1 (0.8) 118 (92.9) 8 (6.8) 119 (93.7) 40 (33.6) 119 (93.7) 4 (3.4) 
North Carolina 188 161 (85.6) 49 (30.4) 8 (4.3) 6 (75.0) 63 (33.5) 8 (12.7) 96 (51.1) 67 (69.8) 12 (6.4) 2 (16.7) 
Oklahoma 83 79 (95.2) 18 (22.8) 66 (79.5) 3 (4.5) 67 (80.7) 4 (6.0) 67 (80.7) 29 (43.3) 2 (2.4) 0 (0.0) 
Oregon 114 64 (56.1) 20 (31.3) 43 (37.7) 9 (20.9) 38 (33.3) 2 (5.3) 45 (39.5) 24 (53.3) 39 (34.2) 6 (15.4) 

0 5 0 

2 3 1 

1 1 0 

2 7 2 

















Rhode Island 17 15 (88.2) (53.3) 15 (88.2) a 15 (88.2) 5 (33.3) 15 (88.2) 9 (60.0) 15 (88.2) 
South Carolina 49 33 (67.3) 10 (30.3) 33 (67.3) (6.1) 34 (69.4) (8.8) 33 (67.3) 15 (45.5) 33 (67.3) 
Virginia 129 121 (93.8) 37 (30.6) 9 (7.0) (11.1) 78 (60.5) (14.1) 85 (65.9) 52 (61.2) 2 (1.6) 
Wisconsin 132 103 (78.0) 42 (40.8) 102 (77.3) (2.0) 102 (77.3) (6.9) 101 (76.5) 20 (19.8) 101 (76.5) 2.0) 
Total 1,210 992 (82.0) 313 (31.6) 656 (54.2) 38 (5.8) 798 (66.0) 66 (8.3) 856 (70.7) 341 (39.8) 512 (42.3) 26 (5.1) 
* Heroin or prescription opioid analgesics 

Massachusetts data for suicides by poisoning not available 


(3.0) 





TABLE 3. Number of nonpoisoning suicides, percentage of victims tested for alcohol or other drugs, and percentage of tests with 
positive results, by type of substance tested — National Violent Death Reporting System, 13 states, 2004 
No. of Alcohol Amphetamines Cocaine Opiates* Marijuana 

nonpoisoning Tested Positive Tested Positive Tested Positive Tested Positive Tested Positive 
State suicides No. (%) No. (%) No. (%) No. (%) No. (%) . (%) No. (%) No. (%) No. (%) No. (%) 
Alaska 129 43 (33.3) 16 (37.2) 39 (30.2) 1 (2.6) 39 (30.2) (17.9) 40 (31.0) (7.5) 38 (29.5) 12 (31.6) 
Colorado 512 417 (81.4) 174 (41.7) 334 (65.2) 28 (8.4) 376 (73.4) (8.2) (72.1) (4.6) 313 (61.1) 32 (10.2) 
Georgia 77 441 (56.7) 138 (31.3) (19.4) (2.6) (56.2) (8.2) 158 (20.3) (10.8) 149 (19.2) 2 (1.3) 
Maryland 405 298 (73.6) 83 (27.9) (71.4) (0.0) (71.4) (7.3) 288 (71.1) (5.2) 4 (1.0) o — 
Massachusetts 428 (76.9) 123 (37.4) 268 (62.6) (0.4) 324 (75.7) (13.0) (75.2) (13.4) 75 (17.5) 10 (13.3) 
New Jersey 494 (86.2) 142 (33.3) 423 (85.6) (1.2) 426 (86.2) (10.1) 424 (85.8) (8.7) 424 (85.8) 23 (5.4) 
North Carolina 853 726 (85.1) 225 (31.0) 3 (0.4) (66.7) 15 (1.8) (60.0) 17 (2.0) (29.4) 5 (0.6) 1 (20.0) 
Oklahoma 432 374 (86.6) 106 (28.3) 28 (6.5) (25.0) 29 (6.7) (10.3) 29 (6.7) (6.9) o— oo — 
Oregon 412 68 (16.5) 30 (44.1) 31 (7.5) (25.8) 27 (6.6) (0.0) 27 (6.6) (3.7) 27 (6.6) 3 (11.1) 
Rhode Island 69 68 (98.6) 24 (35.3) 67 (97.1) — 68 (98.6) (5.9) 68 (98.6) (11.8) 67 (97.1) 3 (4.5) 
South Carolina 396 250 (63.1) 96 (38.4) (61.1) (5.0) 242 (61.1) (9.9) (60.9) (7.5) (61.1) 21 (8.7) 
Virginia 702 688 (98.0) 233 (33.9) 8 (1.1) — 167 (23.8) (10.8) 172 (24.5) (8.1) 12 (1.7) 3 (25.0) 
Wisconsin 457 296 (64.8) 100 (33.8) 287 (62.8) (1.0) 286 (62.6) (9.1) (62.6) (7.0) (62.4) 30 (10.5) 
Total 6,067 4,424 (72.9) 1,490 (33.7) 2,170 (35.8) (3.3) 2,725 (44.9) (9.7) (40.2) (8.2) (27.0) 140 (8.5) 


* Heroin or prescription opioid analgesics 
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[he relationship between substance use and other suicide 
risk factors is complex; the chronology and causal pathway of 
events leading to suicide are difficult to determine. To better 
understand the results of this study, CDC is funding a survey 
of coroner and medical examiner toxicology laboratories to 
examine practices and protocols regarding testing of suicide 
victims 

Che findings in this report are subject to at least three limi- 
tations. First, high percentages of positive results in a state 
might reflect targeted testing rather than greater drug use in 
that state. Second, manner of death for certain suspected sui- 
cides might have been listed as undetermined, excluding those 
cases from the study; the scope of this limitation has been 
documented previously (9). Finally, the alcohol or other drugs 
in the bodies of victims were only recorded as present or absent; 
no evaluations were conducted to determine whether the 
concentrations present were lethal or intoxicating. 

Despite evidence of substance use among substantial num- 
bers of suicide victims, none of the 13 states reporting to 
NVDRS in 2004 conducted comprehensive alcohol and drug 
screenings on all suicide victims. Previous studies of subpopu- 
lations by specific substance, geographic area, race/ethnicity, 
and age have documented the limited toxicology screening 
performed in certain states. Descriptions of cases selected for 
toxicology screening suggest subjective determinations for 
testing on the basis of local policy and individual coroner or 
medical examiner preference (/0). 

More comprehensive toxicology testing for suicide victims 
might provide greater insight into trends and geographic varia- 
tions in the role of substance use in suicides. Comprehensive 
toxicology data also could be linked with demographic data 
already collected by coroners and medical examiners at the 
state and local levels. These combined data could enable stud- 
ies of the relationship of substance use to suicides in specific 
populations at greatest risk. Such studies remain critical to 
better understanding of suicidal behavior and development 
of effective interventions. 
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improvement in Lipid and Glycated 
Hemoglobin Control Among Black 

Adults with Diabetes — Raleigh and 

Greensboro, North Carolina, 1997-2004 


Previous studies have indicated that, in the United States, 
black persons with diabetes have lower levels of glycemic and 
lipid control (/,2) and are at increased risk for diabetes- 
related complications (3) than white persons with the disease. 
Clinical trials have demonstrated that glycemic and lipid con- 
trol can reduce the risk for microvascular and macrovascular 
complications among adults (4,5). In addition, recent studies 
of national survey data have indicated a secular trend of gradual 
improvements in blood pressure, cholesterol levels, and smok- 
ing rates among U.S. persons with diabetes (6,7). These stud- 
ies have demonstrated an increase in the proportion of persons 
who meet recommended levels for blood pressure, glycated 
hemoglobin (HbAIc), and cholesterol (6,7). Whether black 
persons in the United States have benefited from these overall 
improvements is unclear. Surveys conducted among black 
adults in Raleigh and Greensboro, North Carolina, as part of 
Project DIRECT (Diabetes Intervention Reaching and Edu- 
cating Communities Together), provided an opportunity to 
examine trends in diabetes control and risk for complications 
(8). Project DIRECT is a community-based intervention 
aimed at improving self-care, access to care, and quality of 
care for residents with diabetes (9). The analyses described in 
this report examined whether glycemic and lipid control 
improved in both communities from 1997 to 2004, a period 
of 


of rapid advances in clinical understanding of how to control 


g 
diabetes and its complications. This report summarizes the 
results of those analyses, which indicated improvements in 
the proportion of black adults with diabetes who reported 
that they were meeting recommended levels of HbAIc, low- 
density lipoprotein (LDL) cholesterol, high-density lipopro- 
tein (HDL) cholesterol, triglycerides, and total cholesterol. 
However, a substantial number of these persons smoked and 


were above recommended glycemic and lipid levels at follow-up. 
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Therefore, continued education of the public is important in 
improving quality of care and reducing risk factors for 
persons at high risk for diabetes and cardiovascular disease. 

As part of Project DIRECT, cross-sectional, population- 
based health surveys were conducted in person in two pre- 
dominately black communities, one in southeast Raleigh and 
one in Greensboro, North Carolina, in 1997 (baseline) and 
2004 (follow-up). The target population for each survey con- 
sisted of civilian, noninstitutionalized, English-speaking resi- 
dents of the selected areas who were aged >18 years. s| he 
baseline survey used a multistage area probability sample 
design to select addresses for screening. The follow-up survey 
used a systematic random sample of mailing address lists within 
selected census tracts of the two communities. In the baseline 
and follow-up surveys, participants who answered “yes” to the 
question, “Have you ever been told by a doctor that you have 
diabetes?” were identified as persons with a prey ious diagno- 
sis of diabetes. These participants were asked to complete the 
diabetes module, which examined levels of diabetes care, 
access to care, and preventive health-care practices. Women 
who reported being told they had diabetes during pregnancy 
only were classified as not having diabetes. Baseline survey 
participants with self-reported diabetes and all black respon- 
dents in the follow-up survey were asked to complete a 
laboratory examination. 

In 1997, a total of 2,639 households were screened, and 
2,300 persons agreed to participate (response rate: 84.4% in 
Raleigh, 88.9% in Greensboro). Of the 2,300 participants, 
617 had diabetes, and 407 agreed to participate in an exami- 
nation. In the follow-up survey, 3,540 households were 
screened, and 3,083 persons agreed to participate (response 
rate: 78.9% in Raleigh, 83.5% in Greensboro). Of the 3,083 
participants, 729 had diabetes, and 435 agreed to participate 
in an examination. A trained phlebotomist conducted the 
health examinations, which included measurements of height 
and weight to determine body mass index (BMI), defined as 
weight (kg) divided by height (m2), and fasting blood draws. 
Blood samples were transported to a central laboratory to as- 
sess HbAlc and lipid levels (HDL, LDL, total cholesterol, 
and triglycerides). The following criteria were used to classify 
persons as having glycemic, lipid, and BMI measures outside 
the ranges recommended by the American Diabetes Associa- 
tion: HbAlc >7%, HDL cholesterol <40 mg/dL, LDL cho- 
lesterol >130 mg/dL, total cholesterol >200 mg/dl " 
triglycerides >200 mg/dL, and BMI >30 (/0). Smoking and 
insulin use were also assessed. 

Data were weighted to reflect the age, sex, and racial/ethnic 
composition of the study population based on the 2000 U.S. 
Census population. However, the results in this report are for 


black adults only. Prevalence estimates and estimated variances 


for the baseline and follow-up survey results were calculated; 
the two-sided Student's t-test was used to test the hypothesis 
that proportions were equal in the two surveys. 


Sociodemographic data were collected in the baseline and 


follow-up surveys (Table 1). The proportion of the popula- 


tion self-reporting diabetes who were obese (BMI >30) 
increased significantly (p<0.05) from the baseline to the follow- 
up survey (50.3% to 58.8%) (Table 2). However, improve- 
ments were reported in HbA 1c and lipid levels. The proportion 
of black adults not meeting recommended HbA\Ic levels 
declined from 79.2% to 55.7%. The proportion not meeting 
recommended LDL cholesterol levels declined from 49.9% 
to 18.5%, and the proportion not meeting recommended 
total cholesterol levels declined from 57.8% to 26.4%. Sig- 
nificant decreases also were found in the proportion of per- 
sons not meeting recommended levels of triglycerides (16.6% 
to 11.5%) and HDL cholesterol (32.3% to 23.5%). The one 
risk factor that did not improve was smoking; prevalence 
remained at approximately 46%. In addition, the proportion 
of persons using insulin significantly decreased, from 47.6% 
to 39.6% (p<0.01). These results were then age standardized 


to the 2000 U.S. Census population, which yielded 


TABLE 1. Sociodemographic characteristics of black adults 
with diabetes — Raleigh and Greensboro, North Carolina, 
1997 and 2004 





1997 2004 
Characteristic Me (SE*) (SE) 


Age group (yrs) 
18-24 (0.6) (0.6) 
25-44 (1.7) (1.6) 
45-64 (2.2) (2.0) 
65-74 (2.0) (1.9) 
>75 (1.4) (1.7) 

Sex 

Men (2.3) (2.0) 
Women (2.3) (2.0) 
Education 

Less than high school (2.3) (2.0) 
High school or GED (2.4) 34.4 (2.0) 
Some college (1.9) 19.8 (1.7) 
College degree (1.5) 14.0 (1.5) 
Health insurance 

Private/Employee (3.6) 46.0 (2.1) 
Medicare/Medicaid (3.6) 37.8 (2.0) 
Military (0.9) 2.1 (0.6) 
Other (0.7) 0.2 (0.2) 
Uninsured (2.0) 13.9 (1.5) 





Duration of residence (yrs)$§ 
<2 16.0 (2.7) 
2-9 28.0 (2.9) 
>10 : 56.0 (3.4) 


SOURCES: Project DIRECT (Diabetes Intervention Reaching and 
Educating Communities Together) 1997 baseline survey (sampie size = 
617) and 2004 follow-up survey (sample size = 729). 

; Standard error. 

. General Educational Development. 

* Item not included in the 1997 baseline survey. 
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TABLE 2. Prevalence of cardiovascular risk factors among black adults with diabetes — Raleigh and Greensboro, North Carolina, 
1997 and 2004 





Unadjusted Age standardized* 
1997 2004 1997 2004 
Risk factor % (SE") % (SE) % (SE) % 
Obesity§ 50.3 (2.6) 58.8 (2.1)1 53.1 (3.5) 64.4 
Insulin use 47.6 (2.9) 39.6 (2.8) 56.3 (3.9) 41.6 
Smoking 46.9 (3.5) 45.1 (3.7) 59.2 (5.3) 54.8 
Glycated hemoglobin (HbA1c) >7% 79.2 (2.1) 55.7 (2.7)! 82.5 (2.6) 61.9 
HDL'T <40 mg/dL 32.3 (2.7) 23.5 (2 ayi 34.2 (4.2) 27.4 
LDLSS >130 mg/dL 49.9 (2.8) 18.5 (2.1)! 43.7 (4.0) 18.7 
Total cholesterol >200 mg/dL 57.8 (2.6) 26.4 (2.4) 50.1 (3.7) 26.1 
Triglycerides >200 mg/dL 16.6 (2.0) 11.5 (1.7)** 18.7 (3.3) 11.0 


SOURCES: Project DIRECT (Diabetes Intervention Reaching and Educating Communities Together) 1997 baseline survey (sample size = 617) and 2004 














follow-up survey (Sample size = 729) 

* Standardized to the 2000 U.S. population 

' Standard error 

° Defined as body mass index (weight [kg] / height [m*]) >30 
1 p<0.01 

* p<0.05 

'T High-density lipoprotein cholesterol 

93 Low-density lipoprotein cholesterol 


consistent results, although differences in HDL cholesterol 
levels were no longer statistically significant. Except for the 
secular trends described in this report, no overall significant 
differences in glycemic or lipid levels or in BMI were found 
between residents in southeast Raleigh and Greensboro. 
Reported by: SA Rutledge, PhD, EW Gregg, PhD, G Beckles, MD, 
MD, PhD, Project DIRECT Evaluation Stud, Group 
Translation, National Center for Chronic Disease 
tion and Health Promotion, CD(¢ 


DE William 


Ll) if Diabetes 


Editorial Note: The findings in this report indicate that the 
proportion of persons with diabetes from two predominately 
black communities in North Carolina who met the recom- 
mended glycemic and lipid levels increased from 1997 to 2004. 
hese findings parallel national data (6,7). Improvements in 
lipid levels nationally have been attributed to multiple fac- 
tors, including increased awareness and education, lipid test- 
ing, declining saturated fat and cholesterol content in the diet, 
and the proliferation of highly efficacious lipid-lowering drugs 
6). Similarly, controlling glycemic levels has been the focus 
of major awareness campaigns directed at patients (e.g., the 
Be Smart About Your Heart: Control the ABCs of Diabetes” 
campaign by the National Diabetes Education Program 
NDEP}), and the aim of quality-improvement efforts in dia- 
betes care. Measures to prevent or control risk factors through 


interventions targeting patients, health-care providers, and 


health-care systems might account for some of the improve- 


ments observed. In addition, improvements might be attrib- 
utable to national public health programs such as NDEP and 
the National Cholesterol Education Program (NCEP). 

In contrast, the increasing proportion of persons who are 
obese and have diabetes is of concern and parallels trends from 


national surveys. This finding suggests that, despite apparent 


improvements in risk-factor control among persons with dia- 
betes, this disease and its consequences will continue to be a 
threat until rates of obesity and other risk factors are reduced 
in the U.S. population. For example, despite improvements 
in risk-factor control among Project DIRECT study partici- 
pants, approximately 55% remained above recommended 
HbA Ic levels, approximately 26% were above recommended 
total cholesterol levels, and 23% were above recommended 
HDL cholesterol levels. The data indicate no change in smok- 
ing prevalence. The high proportion of smokers is a public 
health concern because of their increased risk for macrovascular 
and microvascular complications. 

The findings in this report are subject to at least two limita- 
tions. First, the use of mailing lists for the follow-up survey 
excluded residents W ho requested remov al from the list or Ww ho 
used post office boxes. However, the possible incomplete cov- 
erage that resulted from using this method was corrected for 
by adding housing units missing from the sampling frame. 
Second, inclusion of data from southeast Raleigh, the site of 
Project DIRECT’s community-based intervention project, 
might have influenced changes in glycemic and lipid control 
between the baseline and follow-up study. However, the find- 
ings in this report are consistent with those obtained when 
data from the community of Greensboro were analyzed 
separately. 

Continued education of the public through initiatives of 
NCEP, NDEP, and other programs remains important in the 
measures to reduce risk factors and improve quality of care 
for persons at high risk for diabetes and cardiovascular disease. 
NDEP is a joint program of CDC and the National Institutes 
of Health, which are charged with reducing the burden of 
diabetes and its complications in the United States. One NDEP 
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initiative, “Small Steps. Big Rewards. Prevent Type 2 Diabe- 
tes,” is designed to increase awareness and knowledge of dia- 
betes in black communities and other populations at high risk. 
Additional information is available at http://www.ndep.nih.gov/ 
campaigns/SmallSteps/SmallSteps_SOways.htm. CDC pro- 
vides additional resources and technical assistance to diabetes 


control and prevention programs throughout the United States 


and its territories to improve diabetes education, quality of 


diabetes care, and early detection of diabetes complications. 
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Geographic Disparities in 
Diabetes-Related Amputations — 
Texas-Mexico Border, 2003 


lhe risk for lower extremity amputation (LEA) is estimated 


at 15 to 40 times higher among persons with diabetes than 
among persons without diabetes (/). In Texas, the prevalence 
of diabetes is higher near the Mexico border (2,3), W here per- 
sons are more likely to have lower levels of education, lower 
incomes, no health insurance, and other barriers to obtaining 
health care (4). To determine whether diabetes-related LEA 
rates are higher near the Texas-Mexico border, rates were cal- 
culated, in both the general population and among persons 


with diabetes, for diabetes-related LEAs in border and 


nonborder counties.* Data used for this analysis included 2003 
Texas Inpatient Hospital Discharge Data (TIHDD) (5), 2003 
Texas population estimates, and data from the 2003 Texas 
Behavioral Risk Factor Surveillance System (BRFSS). The 
results of the analysis indicated that the age- and sex-adjusted 
rate of diabetes-related LEAs in the general population along 
the border was nearly double the rate of nonborder counties. 
Among persons with diabetes, the rate along the border also 
was significantly higher than among those in nonborder coun- 
ties, but the rate differences were primarily among men aged 
>45 years. Additional measures to prevent diabetes and 
improve education regarding diabetes care are needed to 
reduce the excess burden of LEAs among persons with 
diabetes along the border. 

In this analysis, the number of LEAs among persons with 
diabetes was determined using the 2003 TIHDD, which 
includes demographic, administrative, and medical informa- 
tion for all hospital discharges from approximately 95% of 
state-licensed hospitals in Texas. Veterans Affairs hospitals are 
exempt from reporting, as are hospitals in counties with a 
population <35,000 or with fewer than 100 licensed hospital 
beds. An LEA in a person with diabetes was defined as any 
hospital discharge with an /nternational Classification of 
Diseases, Ninth Revision, Clinical Modification (\CD-9-CM) 
code for a lower extremity nontraumatic amputation proce- 
dure (ICD-9-CM 84.1) and a discharge diagnosis that 
included a code for diabetes (ICD-9-CM 250). Rates of 
diabetes-related LEAs in the population were calculated using 
2003 Texas population estimates for border and nonborder 
counties as the denominator. 

To estimate the rate of LEAs among persons with diabetes, 
the denominator was calculated by multiplying age- and sex- 
specific diabetes prevalence estimates for border and nonborder 
regions from the 2003 Texas BRFSS by the corresponding 
population estimates for each region. BRFSS is a cross- 
sectional, random-digit—dialed telephone survey conducted 
in each state among noninstitutionalized civilians aged 
>18 years. Respondents were classified as persons with diabe- 
tes if they reported that a doctor had told them they had dia- 
betes and the diabetes was not pregnancy related. No 
distinction was made between type 1 and 2 diabetes. Overall 
rates comparing border and nonborder counties were adjusted 
for age (18-44, 45-64, or >65 years) and sex using the 2000 
U.S standard population. Because of missing county data 
(n = 40) and age data (n = 29 [2%] border counties, n = 197 
[3%] nonborder counties), 266 discharges for LEA were 


excluded from rate calculations. Rate ratios (RRs) and 





* Border counties were defined as the 32 (of 254) counties within 100 km (62 
miles) of the Mexico border 
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corresponding 95% confidence intervals (CIs) comparing 
border and nonborder counties were calculated overall and by 
age group and sex. 

In 2003, a total of 7,325 LEAs (including the 266 excluded 
from rate calculations) occurred among persons with diabe- 
tes. The number of diabetes-related LEAs in border counties 
was 1,168, compared with 6,117 in nonborder counties. The 
age distribution for LEAs in border counties was significantly 
different from the distribution in nonborder counties 
(p<0.01, chi-square test), with a higher proportion of LEAs 
among persons aged >65 years residing along the border (Table 
|). A significantly higher proportion of men along the bor- 
der underwent LEAs (65.2%) than did men in nonborder 
counties (59.9%; p<0.01). The overall age- and sex-adjusted 
rate of LEAs in the population was 8.3 per 10,000 persons 
(CI = 7.7-8.7) in border counties and 4.5 (CI = 4.4—4.6) in 
nonborder counties (Table 2). Rates were higher among both 
men and women in border counties but were greatest among 
men aged >45 years. Among persons with diabetes, the over- 
all age- and sex-adjusted rate of LEAs was 53.6 per 10,000 
persons (CI = 50.5—56.7) in border counties compared with 
39.9 (CI = 38.8-40.9) in nonborder counties. Rates among 
women were similar in border and nonborder counties. The 
disparity in rates among men was greater with increasing age 


Table 3). 


Reported by: P Huang, MD, Texas Dept of State Health Svcs. D Bensyl, 
PhD, Office of Workforce and Career Deve lopment; EA Miller, PhD, 
EIS Officer, CD( 


TABLE 1. Number and percentage of hospital discharges for 
diabetes-related lower extremity amputations in border and 
nonborder counties, by selected characteristics — Texas, 2003* 


Border Nonborder 
counties counties 

Characteristic No. (%) No. (%) 
Sext 

Male 745 (65.2) 3,560 (59.9) 

Female 397 (34.8) 2,379 (40.1) 
Race/Ethnicity? 

Black, non-Hispanic 3 (0.3) 1,315 (21.5) 

Hispanic 993 (85.2) 2,057 (40.5) 

White, non-Hispanic 71 (6.1) 2,469 (40.5) 

Other 98 (8.4) 263 (4.3) 
Age group (yrs)t 

18-44 56 (4.9) 448 (7.6) 
45-64 459 (40.3) 2,691 (45.5) 

>65 624 (54.8) 2,781 (47.0) 

Payer? 

Medicare 767 (65.7) 3,666 (60.2) 

Medicaid 191 (16.4) 476 (7.8) 

Commercial 96 (8.2) 858 (14.1) 

Self-pay 73 (6.3) 552 (9.1) 

Other 40 (3.4) 536 (8.8) 
* Totals differ because of missing data 


Significant difference (p<0.01, chi-square test) between border and 
nonborder counties 











TABLE 2. Numbers, rates, and rate ratios (RRs) of diabetes- 
related lower extremity amputations in border and nonborder 
counties, by sex and age group — Texas, 2003* 
Border Nonborder 
counties counties 
Characteristic No. Rate’ No. Rate RR (95% Cis) 


Overall 1,139 8.311 5,920 4.51 1.8  (1.7-1.9) 
Men 
18-44 yrs 45 1.0 326 08 1.2 
45-64 yrs 327 16.8 1,736 8.1 2.1 
>65 yrs 370 37.7 1,484 18.0 27 
Women 
18—44 yrs 11 0.2 122 0.3 0.7 
45-64 yrs 132 §66.0 955 4.3 1.4 
>65 yrs 254 19.7 1.297 15.5 1.7 
+ Only includes amputations with available data for sex and age. 
, Per 10,000 population. 
~ Confidence interval. 
Age and sex adjusted to the 2000 U.S. standard population. 











(0.9—1.7) 
(1.8-2.3) 
(1.9-2.3) 


(0.4—1.4) 
(1.1-1.7) 
(1.5-1.9) 





TABLE 3. Numbers, rates, and rate ratios (RRs) of diabetes- 
related lower extremity amputations among persons with 
diabetes in border and nonborder counties, by sex and age 
group — Texas, 2003* 


Border Nonborder 
counties counties 


Characteristic No. Rate’ No. Rate 


Overall 1,139 53.68 5,920 39.98 
Men 
18-44 yrs 45 34.2 326 32.3 1.1 
45-64 yrs 88.2 736 58.1 15 
>65 yrs 370 214.0 484 101.3 2.1 
Women 
18-44 yrs 11 7.4 122 9.0 0.8 
45-64 yrs 132 44.2 955 35.5 1.3 
>65 yrs 254 83.3 1,297 81.3 1.0 
* Only includes amputations with available data for sex and age 
. Per 10,000 persons with diabetes 
"Age and sex adjusted to the 2000 U.S. standard population 








(95% CIs) 
(1.2-1.6) 





(0.8—1.4) 
(1.3-1.7) 
(1.9-2.4) 


(0.4—1.5) 
(1.0—1.5) 
(0.9—1.2) 





Editorial Note: Rates of diabetes-related LEAs in the general 
population were higher along the Texas-Mexico border com- 
pared with nonborder counties, especially among men. This 
is consistent with the higher prevalence of diabetes along the 
border. The estimated prevalence of diabetes from the 2003 
Texas BRFSS was 9.5% in border counties and 7.9% in 
nonborder counties. However, the prevalence along the bor- 
der might be considerably higher. Another study using blood 
samples and self-report to determine diabetes prevalence esti- 
mated the prevalence at 16.1% along the entire U.S.-Mexico 
border (3). 

Numerous barriers to health care have been identified among 
residents of border counties. For example, physicians are 
unevenly distributed, and the ratio of population to health 


professionals is high (6). Additionally, residents along the bor- 


der have lower education levels, greater poverty, and a greater 
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prevalence of persons without insurance than residents of 
nonborder counties (6). Because of these barriers, diabetes 
complications might be more advanced, which could lead to 
higher rates of LEAs among persons with diabetes. Rates cal- 
culated among persons with diabetes were higher in border 
counties, but primarily among men aged >45 years. 

The disabling and life-altering nature of LEAs has substan- 
tial effects on society and the health-care system. Total charges 
for diabetes-related LEA hospitalizations in Texas reached $324 
million in 2003. Because of the greater prevalence of diabetes 
and possibly because of poor access to and use of preventive 
health-care services, LEAs disproportionately affect the bor- 
der region. The border region accounted for 19% ($61 mil- 
lion) of the charges for all diabetes-related LEA hospitalizations 
in Texas, even though the border population is only 10% of 
the state's population. In addition, a significantly larger pro- 
portion of diabetes-related LEAs in border counties were paid 
for by Medicaid than in nonborder counties (16.4% versus 
7.8%, respectively; p<0.01, chi-square test). 


The findings in this report are subject to at least four limi- 


tations. First, rates were calculated based on the number of 


hospital discharges for amputations rather than the number 
of persons who received an amputation. The TIHDD does 
not distinguish between whether a person was discharged for 
an amputation or a subsequent reamputation (i.e., a higher 
level amputation on the same extremity, such as a toe ampu- 
tation followed by a foot amputation on one leg) within the 
same year. One study in Texas estimated the rate of reamputa- 
tion to be as high as 26.7% within a year (7); therefore, a 
disproportionately higher rate of reamputations along the 
border might have contributed to the higher rates of amputa- 
tions found in this analysis. Second, rates of LEAs among 
persons with diabetes were calculated using a denominator 
based on diabetes prevalence estimates from the Texas BRFSS. 
Because BRFSS is a landline telephone survey and estimates 
of diabetes prevalence are based on self-report, the BRFSS 
survey is thought to underestimate diabetes prevalence (8). 
Finally, race/ethnicity data were defined and collected differ- 
ently in each data set used in this analysis, and few amputa- 
tions occurred in border counties among non-Hispanics; 
therefore, corresponding rates and RRs limited to non- 
Hispanics were imprecise, and rates adjusted for and stratified 
by race/ethnicity are not presented. However, differences be- 
tween residents with diabetes in border counties and nonborder 
counties were similar when comparing LEA rates among 


Hispanics only. 





Controlling blood-glucose levels, having regular foot exami- 
nations and doctor visits, and using appropriate footwear can 


prevent diabetes-related amputations. Community outreach 


to educate the public and improve access to health care along 


the border is important. Diabetes education interventions 
along the U.S.-Mexico border have proven to be effective in 
teaching diabetes self-management, resulting in better diabe- 
tes control (9,/0). Future interventions in Texas border com- 
munities should include community health workers (known 
as promotores de salud), culturally adapted curricula, and classes 
at community health centers to increase diabetes knowledge. 
Furthermore, measures to prevent obesity and diabetes are 


essential to reduce the effects of diabetes along the border. 
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Notice to Readers 


National Influenza Vaccination Week — 
November 27-December 3, 2006 


year in the United States, approximately 5%-20% of 
the population is infected with influenza virus, an estimated 
200,000 persons are hospitalized from influenza complica- 
tions, and an estimated 36,000 persons die from influenza. 
Influenza vaccination is the best way to prevent influenza and 
its severe complications. Anyone who wants to reduce their 
for acquiring influenza should be vaccinated each influ- 
za season. However, annual influenza vaccination is recom- 
nded*for the following groups (/). 
¢ persons at high risk for influenza-related complications 
nd severe disease, including: 
children aged 6—59 months, 
pregnant women, 
persons aged DU years, 
persons of with certain chronic medical 
yNditions 


ue for persons at high risk, 


household contacts who have frequent contact with 


sons at high risk and who can transmit influenza to 
hose persons at high risk, and 


uth-care workers 


; . bet 
ugh influenza vaccination is recommended before o1 

] 1 , 
the influenza season persons who are not vaccinated 


ticularly those in the recommended groups should 


fall and 


is soon as possible throughout the 


influenza viruses can circulate anytime 
yvember—April 
. ; 
use awareness regarding the importance of influ 
; : 
nation throughout the influenza season, the 


of Health and Human Services, CDC, the 


] j 1 
| Influenza Vaccine Summit, and other partners have 


x 1 1 , 1 
November December 3 as National Influenza 


tion Week. Because of phased vaccine distribution this 


providers did not receive their full 


in the influenza vaccination season 
oat , — 
would Nave pre red the timing of distribution this 


rders rl 
aerscores 


| 
le importance of raising awareness of the 


of vaccination in November, December, and beyond 


id local health departments, public 
tners, and health-care providers to plan vaccination 


ind other ictivities CO promote influenza vaccination. 
| 


‘ 
terials, including posters and educational flyers, are 


it Accp:// www cdc. gov flu gallery 
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Satellite Broadcast: 
Adult Immunization 2006 


CDC and the Public Health Training Network will present 
the satellite broadcast and webcast, “Adult Immunization 
2006” on December 7, 2006, at noon EST. The 2.5-hour 
broadcast will outline vaccine-preventable diseases among 
adults in the United States, highlight the 2006-2007 Adult 
Immunization Schedule, and describe strategies to improve 
adult vaccination coverage levels. The program will include a 
discussion of vaccines routinely recommended for adults, 
including influenza, pneumococcal, Tdap, human 
papillomavirus, and herpes zoster. The program also will 
address vaccines recommended for health-care workers and 
identify resources for vaccine recommendations for interna- 
tional travel. Participants nationwide can interact with course 
instructors via toll-free telephone lines during a live question- 
and-answer session. 

Additional information about the program is available at 
http://www2.cdc.gov/phtn/adult-imm06/default.asp. Infor- 
mation for site administrators about establishing and register- 
ing a viewing location for groups is available at http:// 
www.cdc.gov/phtnonline. This website also is appropriate for 
individual participants who wish to view the broadcast from a 
specific location or who seek Continuing Education credit. 

No registration is necessary to access the webcast via an 
Internet connection. The webcast will be available until 
January 8, 2007, and will become available as a self-study DVD 


and Internet-based program in February 2007. 


Erratum: Vol. 55, No. 45 


In the QuickStats, “Prevalence of Overweight Among Per- 
- National Health and Nutri- 
tion Examination Survey (NHANES), United States, 
1999-2000 Through 2003-2004,” on page 1229, the second 


sentence should read, “By 2003-2004, approximately 12.5 


sons Aged 2-19 Years, by Sex 


million persons aged 2-19 years (17.1%) were overweight.” 
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QuickStats 


Percentage of Persons Aged 22-44 Years at Increased Risk for 
Human Immunodeficiency Virus (HIV) Infection, by Race/Ethnicity and 


40 





o Less than high school 
35 © High school or GED’ 
= Some college 

30 = College degree 


25 





Percentage 
































Hispanic White, non-Hispanic Black, non-Hispanic 
Race/Ethnicity 


* Available at http://www.cdc.gov/nchs/nsfg.htm. As part of the survey, respondents 
answered a set of self-administered questions about number of opposite-sex 
sex partners, exchanging sex for money or drugs, male-male sex, illicit drug 
use, and other HIV risk behaviors during the 12 months preceding the survey. 
' General Educational Development. 
> 95% confidence interval 
In 2002, although educational attainment was not related to HIV risk status among Hispanic and non-Hispanic 
white persons aged 22-44 years, higher education was strongly associated with lower HIV risk among non- 
Hispanic black persons. For example, 13.5% of black college graduates were at increased risk for HIV, compared 
with 29.5% of blacks with less than a high school education. Overall, 12.7% of men and 10.0% of women (a 
total of 10.6 million persons aged 22-44 years) reported sexual or drug-related behaviors that placed them at 
increased risk for HIV. 


SOURCE: Anderson JE, Mosher WD, Chandra A. Measuring HIV risk in the U.S. population aged 15-44: 
results from Cycle 6 (2002) of the National Survey of Family Growth. Adv Data 2006;377. Available at http:// 
www.cdc.gov/nchs/data/ad/ad377.pdf. 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending November 18, 2006 (46th Week)* 





5-year 
Current Cum weekly otal cases reported for previous years 
Disease week 2006 average’ 2005 2004 2003 2002 2001 


] 2 23 





States reporting cases during current week (No.) 





20 39 

76 

33 

104 IN (1), TN (1) 
54 x 

2 

75 


1 


NY (16) 
NY (6), MD (1) 


FL (1), OR (1) 


NC (1), FL (2), CA (2) 


OH (2), MO (1), KS (2), MD (1), AZ (1) 
T (1), CA (1 


NY (3), MO (1), MD (3), OK (2), CO (4), AZ (2) 
NC (1), AZ (3) 





jiative year-to-date counts 
whereas data for 2001, 2002, 2003, 2004, and 2005 are finalized 
urrent week, the two weeks preceding the current week, and the two weeks following the current week, for a total of 5 
available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage.padf 


for the « 
f 


; both neuroinvasive and non-neuroinvasive. Updated weekly from reports t 
r 


and Enteric Diseases (proposed) (ArboNET Surveillance) 
r H. influenzae (all ages, a 


> the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
serotypes) are available in Table I! 

i monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (proposed). Implementation of 
rting influences the number of cases reported. Pediatric HIV data will not be updated monthly for the remainder of this year due to upgrading of the national HIV 
irveillance data management system. Data for HIV/AIDS are available in Table IV quarterly. 


2d weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases (proposed) 
measles cases were reported for the current week 

ita for meningococcal disease (all serogroups and unknown serogroups) are available in Table |i 

jated weekly from reports t 


the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 18, 2006, and November 19, 2005 
(46th Week)* 





Chiamydia‘ Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 


United States 8,434 19,318 35,170 841,113 849,997 131 151 1,643 7,220 4,121 71 594 4,591 


New England 1 646 1,550 29,674 28,435 
Connecticut K 178 1,214 8,439 8,346 
Maine 42 67 2,001 2,001 
Massachusetts 296 607 13,802 12,720 
New Hampshire 38 65 1,800 1,641 
Rhode Island 63 107 2,661 2,881 
Vermont 19 43 971 846 


Mid. Atlantic 2,397 3,696 104,802 105,261 
New Jersey - 363 497 15,482 17,133 
New York (Upstate) 499 1,727 21,281 21,009 
New York City - 740 1,567 33,086 34,332 
Pennsylvania — 757 1,104 34,953 32,787 


E.N. Central 140 12,578 137,784 144,367 
Illinois - 974 1,695 45,515 44,939 
Indiana 390 510 17,243 17,900 
Michigan 661 9,888 30.738 24,542 
Ohio Z 631 1,424 27,180 38,866 
Wisconsin 74 387 531 17,108 18,120 


W.N. Central 157 455 51,944 52,422 
lowa 187 159 225 353 6,519 
Kansas 146 269 385 6,531 
Minnesota - 231 347 631 10,952 
Missouri 611 159 19,975 
Nebraska 176 747 4,522 
North Dakota : 58 446 1,474 
South Dakota - ¢ 116 223 2,449 


S. Atlantic Z 935 119 56,036 
Delaware 92 153 3,021 
District of Columbia 138 302 3,366 
Florida 7 156 333 38,110 
Georgia 142 306 27,976 
Maryland 468 998 16,498 
North Carolina 6 772 646 28,329 
South Carolina 452 7,514 15,978 
Virginia } ) 840 238 20,336 
West Virginia 5 226 629 2,422 


E.S. Central 0 947 155 61,905 
Alabama 756 936 14,601 
Kentucky 402 7,202 7,724 
Mississippi 807 324 18,922 
Tennessee 5 608 22,693 20,658 


W.S. Central 541 2 3,605 5,888 98,370 
Arkansas 3 335 7,309 7,700 
Louisiana 608 11,806 15,489 
Oklahoma 33 2,159 1,232 10,412 
Texas 904 541 64,769 











36 
33 

4 
14 


lizwi 
2 i 


S2z2i zl 
ooooo ooooco°;”eo 


Z£Zae@ | 


et 3 


ONWOOW cocooocc o°o°oc°c°o°ce 
“* 


Oan-wo A2NWOO COoO-+-cCOFf 


\ 
tRavustta = 


=-O-NW-—-— 


“amp D 
hOWNWAD M]|-LhOOON 
= aw ee 
CO-=-0 On=4=08aD00N 


1 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
QO 
0 
0 
0 
0 
0 


aae 


Mountain 764 839 5,262 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 

. Chlamydia refers to genital infections caused by Chlamydia trachomatis 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 18, 2006, and November 19, 2005 


(46th Week)* 





Giardiasis 


Gonorrhea 


Haemophilus influenzae, invasive 
All ages, all serotypes 





Current 


Reporting area week 


Previous 


52 weeks 
Max 


Cum 
2006 


Cum 
2005 


Current 
week 


Previous 


52 weeks 


Med Max 


Cum 


2006 


Cum 
2005 
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Current 
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C.N.M.1 


J; Unavailable 


Commonwealth of Northern Mariana Islands 
No reported cases. 


N: Not notifiable 


* Incidence data for reporting year 2006 is provisional 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Cum: Cumulative year-to-date counts 


Med: Median 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 18, 2006, and November 19, 2005 
(46th Week)* 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 


Current 52 weeks Cum Cum Current _ 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max week Med Max 2006 


United States 2 2,922 3,747 


New England 152 428 
Connecticut 37 47 
Maine’ 6 4 
Massachusetts 51 276 
New Hampshire 37 80 
Rhode Island 12 15 
Vermont 9 6 
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Commonwealth of Northern Mariana Islands 
No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
data for reporting year 2006 is provisional 
ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 18, 2006, and November 19, 2005 
(46th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Current 52 weeks 
Reporting area week week Med Max 


United States 171 236 2,153 15,4 9,921 4 
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Commonwealth of Northern Mariana Islands 
navailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
dence data for reporting year 2006 is provisional 

ains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 18, 2006, and November 19, 2005 
(46th Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 


United States 10 19 890 1,070 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 











1262 MMWR November 24, 2006 





TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 18, 2006, and November 19, 2005 
(46th Week)* 








Rabies, animal Rocky Mountain spotted fever Salmonellosis 


Previous Previous Previous 

Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 
United States 73 119 229 5 5,338 5 40 1,894 1,616 452 2,291 36,854 
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M.1.: Commonwealth of Northern Mariana Islands 


navailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
Incidence data for reporting year 2006 is provisional 
ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 18, 2006, and November 19, 2005 
(46th Week)* 





Shiga toxin-producing E. coli (STEC)' _ Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 297 2,451 2,933 217 11,761 13,620 


New England 70 238 204 217 296 
Connecticut 69 69 53 59 52 
Maine 37 28 3 14 
Massachusetts 82 83 128 180 
New Hampshire 25 16 8 13 
Rhode Island 7 13 20 
Vermont 17 6 17 


Mid. Atlantic 330 747 137 
New Jersey 70 241 288 
New York (Upstate) 125 207 241 
New York City 17 222 378 
Pennsylvania 118 7 230 


E.N. Central 591 898 062 
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Michigan 84 137 216 
Ohio 160 174 106 
Wisconsin 151 132 210 
W.N. Central 490 490 514 
lowa 94 98 92 
Kansas 52 132 214 
Minnesota 160 201 83 
Missouri 89 613 902 
Nebraska 58 119 131 
North Dakota 7 103 

South Dakota 224 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 
W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 











oa) 
Ww 
mM 
a 
o 
oOo 
mM 
Lae) 
@ 
ue) 


4,234 4,010 


183 259 
U 92 
17 14 

101 117 
44 17 
7 9 
14 10 

807 790 

122 166 

275 220 

133 156 

277 248 

711 

144 

104 


-OOW 


> 
OW NWODNNDW 


-~UOLAhDHA COONTCOW 
w 
nS) 


ocooooh. OCOo 


Ww is) 
LhONM$WWNHL WWWNHNO 
“~LDWNMWHh AMAWHANWDW COONOCOCF 
aah ata De ot 
on+--f WO 


ou 
~ b 


OO-]}WONW NWN 


ooo+-o+-0U 


w 
~“ 


oo 


NM 


mM 
N 


COON $-NNOO®W 
o--+$-NO>- 
on-osauunoo— 


woO-fWW 


9 
2 
1 
9 
6 
8 
7 
2 
8 
5 
2 
5 
2 
0 


uo 
>_N-+NDY 
> WwW 
> 
J 
) on 
@nr Oo 
ono nd 
uo 
@ 


Ww 
o oO 
oOo @ 


=~ 
+ 
WOlnO 


> 


Mountain 
Arizona 
Colorado 
idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 


o 
= 


oO 

MOoo0 Wl HOT] NWOW 
Om Wo 
— Ww 
on 
NN 


Oo 
own od 
oo 


~OO00-=-NUN 
Ae) 


SRAN 
ee 
—NINOONM 


Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 


ul 

0 

1 
w 
Of 
foe 
i) 


ae aa 
NM NMJ — — 
Satie uo 
O=-LhM _! 
NONMOoCO 
Cowooo 


oooo°o NWN 


American Samoa 
C.N.M.1 

Guam 

Puerto Rico 

U.S. Virgin Islands 


ooo 


oo°o°c°o 
oO 


oOo 





C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 

' Includes E. coliO157:H7; Shiga toxin positive, serogroup non-0157; and Shiga toxin positive, not serogrouped 

> Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 18, 2006, and November 19, 2005 
(46th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 


United States 19 51 2,179 2,24 62 175 334 7,951 7,564 Of 824 2,857 36,104 25,442 


New England 2 ¢ 33 2 1 175 189 144 1,297 4,692 
nnecticut U 0 7 U 38 as 58 U 1,454 

] 8 1 20 151 275 
107 108 54 94 2,056 
11 14 47 440 290 
9 21 0 — 

2 1 50 612 617 
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\.M.1.: Commonwealth of Northern Mariana Islands 


Jnavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
jence data for reporting year 2006 is provisional 
yntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 18, 2006, and November 19, 2005 
(46th Week)* 





West Nile virus disease’ 


Neuroinvasive Non-neuroinvasive 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 week Med Max 2006 


United States 170 1,357 2,384 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting year 2006 is provisional 
Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (proposed) (ArboNET 
. Surveillance) 
* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths i 


n 122 U.S. cities,» week ending November 18, 2006 (4 


6th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 


All 
Ages >65 





Saal ees, onl <1 





Pal' 
Total 


Reporting Area 





>65 


45-64 | 25-44 | 1-24 | <1 








New England 
Boston, MA 
Bridgeport, CT 
Cambridge, MA 
Fall River, MA 
Hartford, CT 
Lowell, MA 
Lynn, MA 

New Bedford, MA 
New Haven, CT 
Providence, Ri 
Somerville, MA 
Springfield, MA 
Waterbury, CT 
Worcester, MA 


Mid. Atlantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie PA 
Jersey City, NJ 


New York City, NY 


Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PA 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 
Syracuse, NY 
Trenton, NJ 
Utica, NY 
Yonkers. NY 


E.N. Central 
Akron, OH 
Canton, OH 
Chicago, IL 
Cincinnati, OH 
Cleveland, OH 
Columbus, OH 
Dayton, OH 
Detroit, MI 
Evansville, IN 
Fort Wayne, IN 
Gary, IN 
Grand Rapids, MI 
Indianapolis, IN 
Lansing, Mi 
Milwaukee, WI 
Peoria, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 
Youngstown, OH 


W.N. Central 
Des Moines, IA 
Duluth, MN 
Kansas City, KS 
Kansas City, MO 
Lincoln, NE 
Minneapolis, MN 
Omaha, NE 

St. Louis, MO 
St. Paul, MN 
Wichita, KS 


584 426 
135 83 
40 27 
15 12 
23 17 
52 38 
28 23 
10 7 
27 21 
22 13 
71 53 
5 4 
60 52 
29 

47 
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20 
46 
11 
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S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 

Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA" 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 


Colorado Springs, CO 


Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Like City, UT 
Tucson, AZ 


Pacific 
Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, Hi 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, CA 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 


766 
78 
84 
65 

129 
57 
50 
12 
49 
41 

141 
47 
13 

607 
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61 
75 
47 
85 
49 
35 
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36 
66 
25 
45 
30 
11 

4 
16 
11 
39 
20 
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229 
64 
21 
19 


17 
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16 
22 
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1 
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U: Unavailable 


—:No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
‘Pneumonia and influenza 
Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
"Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 
** Total includes unknown ages 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals November 18, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, acute 133 
Hepatitis B, acute 174 
Hepatitis C, acute 24 
Legionellosis 137 

0 

34 


ag 





~ 


0.125 0.25 


Ratio (Log scale) 


[=] Beyond historical limits 


* No measies or rubella cases were reported for the current 4-week period yielding a ratio for week 46 of zero (0) 
t Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 


periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 
deviations of these 4-week totals 
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